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 N 002 1200-8-6 No Deficiencies

This Rule  is not met as evidenced by:

 N 002

Intakes: TN00029871

During the investigation conducted on 10/12/12, 

this facility was found to be in compliance with the 

requirements of the National Fire Protection 

Association (NFPA) 101, Life Safety Code 2000 

edition, chapter 19, existing health care 

occupancies.
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